in A.ustralia (and indeed throughout the world) are re-examining this question (Bromhead et al. 1971 , Read 1971 ). The answer is nowhere complete and everywhere has cultural overtones. Are all doctors to be general practitioners? What is the doctor/patient ratio? What does the Government need? What are the facilities for post-graduate education? In this context what should under-graduates be taught about anaesthesia? A similar but barely related question is, what can anaesthetists teach undergraduates? This latter question will not be persued here. Both questions depend on cooperation and sympathy of other departments in the faculty, however, they also depend on the cultural ideas of the faculty. If the complete doctor is expected then that doctor must be capable of administering anaesthesia and a course of two to three months in the final year of the under-graduate course must be allocated to anaesthesia-an impossibility! especially as there are several medical schools transferring to a 5: 2 system (Rundle 1971) . What then, should be taught of anaesthesia? Core material is the catchphrase of the moment, but what is this material for anaesthesia?
Knowledge of and ability in resuscitation and emergency-patient care are essential for all graduates. This part of anaesthesia must be taught at the very least. No medical practitioner can afford socially, or legally, to be ignorant of first-aid measures, particularly with lay knowledge so well advanced. The other essential area of which an under-graduate should have experience is that of the pre-operative visit. If the new graduate proceeds to a clinical branch of medicine he must be aware of the implications of pre-operative and postoperative problems related to anaesthesia and surgery.
Full exposure to the various branches of medicine is well nigh impossible for the undergraduate though desirable in principle. However, anaesthetists form a large portion of Anae,thesia and Intensive Care, Vol. 11, No. 3, AUfi(ust, 1974 the specialists groups in : 'Iledicinc (Lancet 19iO, B.A1.] . 19iO) and thus warrant at least some exposure to allow prospective graduates some insight into this branch of medicine. The administration of anaesthesia also allows the direct application of principles of physiology and pharmacology lending more immediacy to the basic sciences. Thus it is hoped, exposure to these disciplines in the context of anaesthesia would allow the students to be aware of the scientific basis of anaesthesia and of medicine in general.
. \11 element of prestige though rarely discussed (Haggard 1940 , White 1966 ) is important to the specialty and future specialist recruitment. Important culturally too, where pain relief, anaesthetic morbidity and mortality and intensive care are concerned as cost benefit items on the health needs of the nation. Interested graduates have much to contribute and must be recruited to the specialist rank. Recruitment is not likelv without contact and therefore student contact with anaesthesia is important to the specialty and to the community. Such contact also lends prestige to the specialty by denoting that knowledge from that specialty is of importance.
The cultural approach to anaesthesia also applies not only as a facet of education but more deeply as a facet of pain relief. The population demands relief of pain in surgery by anaesthesia; usually in Australia by general anaesthesia to avoid the pain of embarrassment. Such cultural pressure will force the application of anaesthesia even if unspecialized. If the answer to this cultural demand is to expect that every medical graduate ought to be able to relieve pain, then two-to three-lllonths training in anaesthesia is mandatory. If not, then the complex area of pain relief must be left to specialists or specialists-in-training and under-graduates taught only the more basic aspects of anaesthesia. Such action may also require an increase in the number of trained anaesthetists to cope with the demand.
EDUCATIO~
Although Buxton (1902) wrote about undergraduate education in anaesthesia over iO years ago, there have been ven' few articles since . The articles that have appe"ared are very general in nature discussing philosophy but not specifying particulars of education (White 1966, Bunker 196i) .
How should the student be taught? Cndoubtedly, the best form of tuition is on a person to person basis, as in the Oxbridge system but this is very demanding of teaching manpower. Anaesthesia is, however, a subject which readily lends itself to personalized tuition as there are often long periods during anaesthesia where the anaesthetist is occupying a watching brief and well able to discuss topics with a student. If such an apprenticeship is possible, even though short, no formal examination is necessary, particularly if the subjects taught, obviously relate to the experience necessary for a new graduate.
How long should the student be attached to anaesthesia? This depends on the core material to be taught, the generosity of other clinical departments, the general policy of the medical faculty, the length of the course and similar contraints. Probably, the students would
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benefit by two weeks but may be allotted only one week. Less than one week would be totally inadequate. More than two weeks, would allow greater technical proficiency and more general exposure to the life of the anaesthetist, but no doubt would be incompatible with other educational demands. This is too short a period to " create a considerate, understanding physician who is also a scholarly and scientific physician and aware of the cultural tradition of medicine" (Comroe quoted by Fink 1967) but at least this philosophy should be endorsed.
What techniques should be taught -intravenous cannulation with needles, cannulae and catheters, endotracheal intubation and the ability to ventilate a patient either with a mask and airway or via an endotracheal tube? General care and positioning of the unconscious patient is also of paramount importance. What knowledge should be transmitted? Full knowledge of resuscitation must be stressed and detailed discussion should take place concerning pre-operative assessment. These subjects integrate and supplement the general medical knowledge already obtained by the student. Applications of physiology and pharmacology should be demonstrated on every possible occasion during the anaesthetic-induction, maintenance and recovery of anaesthesia will naturally be discussed. The general gamut of common but less specialized areas of anaesthesia should be mentioned with emphasis on the anaesthetic principles, but not with expectations of full recall.
In the University of Queensland, the students are allotted in rotation for one week in anaesthesia in their final year. Students are seen as a group (five to six students) on Monday morning and Friday afternoon for prologue and epilogue tutorials. The remainder of the week they are individually allotted to different specialist anaesthetists and different hospitals for practical experience and further individual tuition ( Table 1) . The subjects discussed are listed more fully in Table 2 . These subjects have been chosen to stimulate interest by their relevance to general medicine, to impart vital knowledge of resuscitation and patient care, and to give some insight into the life of the anaesthetist. Above all, this course is prepared for the average student but has the potential, because of personalized tuition, to break away from the routine for the exceptional student. The aims of Gray (1967) are worth repeating in this context-" Three aims of under-graduate training in anaesthesia. The first is to instruct students in the simplest methods of inducing and maintaining anaesthesia. All doctors qualifying must know how patients may be put to sleep. The second is to impress on them the difficulties and dangers, their presentation and treatment. This includes the care of the unconscious patient, 
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Attendance throughout the week is on a semi-voluntarv basis. If the students attend there will be ~o examination. If they default, then, depending upon the cause of the default, they may be requested to present for another week or to undergo an examination in anaesthesia. References for use bv the student during the week are Dripps, "Eckenhoff and Van Dam (1972 ), :"\orris and Campbell (1972 ), Osier and Bryce-Smith (1972 . The Synopsis of Anaesthesia (Lee and Atkinson 1973) is also recommended as a reference work for use if necessary as a post-graduate.
This course briefly touches on all the sections of the definition of ~naesthesia by the American Society of Anesthesiologists for the" Dictionary of Occupational Titles". This definition is (Dripps 1966 ) " Anesthesiology' is a practice of medicine dealing with:
1. The management of procedures for the rendering of a patient insensible to pain and emotional stress during surgical, obstetrical and certain medical procedures.
2. The support of life functions under the stress of anaesthetic and surgical manipulation.
3. The clinical management of the patient unconscious from whatever cause.
4. The management of problems in pain relief.
5. The management of problems in cardiac and respiratory resuscitation.
6. The application of specific methods of inhalational therapy.
7. The clinical management of various fluid, electrolyte and metabolic disturbances ".
The objectives of the course in Queensland are not to produce specialists nor even graduates capable of anaesthetizing patients, but to promote interest and knowledge of anaesthesia, knowledge of life-saving techniques, sound principles of patient handling, and critical medical assessment of the pre-and postoperative periods.
